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Unresolved childhood trauma, known as adverse childhood experiences (ACES),
have been found previously to lead to a plethora of health disparities and increase the risk
for problematic substance use, particularly alcohol use. However, protective factors, such
as social support have been found to buffer against these consequences. The goal of this
study was to highlight the connection between ACES and problematic alcohol use.
Additionally, the aim was to investigate perceived social support as a moderator between
ACES and problematic alcohol use and to examine the domains of social support and how
they individually moderate the association between ACES and social support. Data were
collected using an international online subject pool (n =350; 88.3% Caucasian, 66.9%
female), with participants completing a battery of assessments to assess the topics of
childhood trauma, perceived social support, and problematic alcohol use. Pearson’s
correlations were conducted to examine the associations among ACES, social support, and
problematic alcohol use. The findings showed that ACES were related positively to
problematic alcohol use, ACES were related negatively to overall social support and the
friend, family, and significant other domains of social support. Additionally, problematic
alcohol use was correlated negatively with overall perceived social support, friend, and
significant other support. Moderation analyses were used to investigate whether overall
social support and the various domains of social support moderated the association between
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ACES and problematic alcohol use. Findings revealed that perceived family support
significantly moderated ACES and alcohol use such that the relation between ACES and
alcohol use was strongest at higher levels of support from family. There were no
moderating effects found for overall social support and support from friends and significant
other. In general, these findings contradict previous literature in that higher levels of family
support were not associated with lower levels of problematic alcohol use. Future work is
needed to explore additional factors that could impact the relations between social support,
ACES, and problematic drinking.
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Introduction
About 61% of men and 51% of women in the United States report exposure to a
traumatic event at least once in their lifetime (U. S. Department of Health & Human
Services: Substance Abuse and Mental Health Services Administration, 2019b). If
unrecognized, the effects of trauma can persist and lead to the development of mental
health disorders, such as posttraumatic stress disorder (PSTD) and substance use disorder
(SUD; U. S. Department of Health & Human Services: Substance Abuse and Mental
Health Services Administration, 2019a). Though trauma is defined variously throughout
the literature, one form of trauma that has been studied widely is childhood trauma,
which includes family conflict, social and environmental distress, and experiences of
abuse and neglect. Adverse childhood experiences (ACES) can contribute to the
development of unwanted physical and psychological symptoms and can increase a wide
range of health disparities (Kalmakis & Chandler, 2014). One specific consequence that
has been linked to childhood trauma is the harmful use of substances like drugs and
alcohol (Konkolÿ Thege et al., 2017). Chronic substance misuse can lead to the
development of a substance use disorder, and previous research has shown that the
comorbidity of PTSD and SUD is especially challenging to treat (Batten & Hayes, 2005).
One factor that influences the development of, or recovery from, both PTSD and
SUD is social support. Previous research has demonstrated that in general, the following
relations exist: 1) trauma-related symptoms are associated with lower social support, 2)
substance use disorders are associated with lower social support, and 3) trauma is
associated with greater substance use. However, there is minimal research showing how
1

social support influences the relation between trauma exposure and substance use
disorder. The goal of this study was to investigate how social support, as a moderating
variable, may influence the association between trauma exposure and substance misuse.
Though many forms of trauma and substance use exist, this study focused specifically on
adverse childhood experiences and problematic alcohol use.
Trauma and Substance Use Disorder.
Unresolved trauma can lead to the use of maladaptive coping strategies, such as
substance use, which, over time, can result in a SUD (Konkolÿ Thege et al., 2017). After
surviving traumatic event(s), individuals may begin to cope by misusing substances and
then may have to go into rehabilitation, sobriety programs, or therapy programs to help
them get through recovery (Konkolÿ Thege et al., 2017). Due to the difficulty in treating
this comorbidity (PTSD and SUD), retention in treatment can be challenging (Batten &
Hayes, 2005).
In a national survey managed by the Substance Abuse and Mental Health Services
Administration (SAMHSA) in 2014, there were 20.2 million people who reported
struggling with overusing substances. The abundance of people struggling with substance
use demonstrates that substance use disorders (SUDs) are a significant public health
concern in the United States (Lipari & Van Horn, 2017). Unfortunately, many individuals
who struggle with mental health disorders, like PTSD and SUD, do not seek professional
help. Although treatment retention has improved overtime, there is still an 18% dropout
rate across PTSD treatment options (Imel et al., 2013). This increases the likelihood of
developing SUDs due to the use of substances to self-medicate to relieve symptoms
related to trauma (Konkolÿ Thege et al., 2017).
2

Adverse Childhood Experiences
Traumatic experiences can happen during any time in the human lifespan, and for
the purpose of this study, the focus was on trauma experienced during childhood.
Adverse childhood experiences (ACES) encompass a variety of harmful situations that
directly impact children, such as neglect, abuse, parental conflict, parental substance use,
parental mental illness, and incarceration of a relative (Hughes et al., 2017). These
adverse experiences occur during a key developmental period and are known to lead to a
greater risk for physical, social, emotional, and mental health-related consequences later
in life. ACES are common, interrelated, and have a cumulative impact (Hayes-Grudo &
Sheffield Morris, 2020). In the original ACES study, conducted on a sample of middle
class, mostly educated adults with health insurance, the researchers found that physical
abuse in childhood was the most common ACE reported and was associated with
negative physical and mental health symptoms in adulthood (Felitti et al., 1998).
Due to extensive research on ACES and health behaviors, it is known that the
consequences of ACES can be severe. As mentioned above, impacts of ACES are
thought to be cumulative, meaning the more ACES an individual reports, the more likely
they are to experience negative physical and mental health issues. Individuals who score
three or higher on the ACE scale are at a much higher risk of potentially detrimental
health-related behaviors like infant mortality, perpetrating or being a victim of violence,
and teen pregnancies (Hayes-Grudo & Sheffield Morris, 2020). Individuals who have
four or more ACES have been shown to be at a higher risk for risky sexual behavior and
substance use, increased risk for cancer, diabetes, heart and lung disorders, and increased
risk for depression, suicide, stress, and perpetrating intimate partner violence (Hayes3

Grudo & Sheffield Morris, 2020). Lastly, scoring six or more on the ACES scale has
been linked to increased mortality rates and shortened life span by up to two decades
(compared to someone who has zero ACES: Hayes-Grudo & Sheffield Morris, 2020).
Over time, there have been different ways that ACES have been studied and
analyzed, but there are two leading ACES studies that have made a significant impact on
how ACES have been examined in the literature. The original ACES study, conducted by
the Centers for Disease Control and Prevention and Kaiser Permanente in 1995,
examined the association between health risk behavior and disease in adulthood and the
amount of exposure to childhood dysfunction (CDC, 2020). Felitti et al. (1998) analyzed
childhood trauma in seven categories focusing on child abuse (emotional, sexual, and
physical abuse), child neglect (emotional and physical neglect), and household
dysfunction (substance use, incarceration, parental separation, residential instability, and
parental discord). The researchers found that two-thirds of the population reported at least
one ACE and that some populations were more vulnerable to experiencing ACES due to
their socioeconomic statuses and the environments in which they lived (CDC, 2020).
Subsequently, the World Health Organization (WHO) created a questionnaire that
encompassed a broader range of traumatic events experienced during childhood that
could also lead to severe consequences in adolescence and adulthood (WHO, 2012). The
WHO expanded on the original categories. For example, in their measure, child abuse
included discrimination, sexual exploitation, and peer violence, child neglect included
items on labor trafficking and begging, and household dysfunction included items on
domestic violence, death of a parent, exposure to chronic illness, and community
dysfunction (WHO, 2012).
4

Notably, childhood trauma has been linked to substance use later in life. Previous
research has found that those who scored higher on the Adverse Childhood Experience
(ACE) Scale were more likely to develop a SUD later in life (Fuller-Thomson et al.,
2016; LeTendre & Reed, 2017). Fuller-Thomson and colleagues' (2016) results showed
that there was an association between three specific ACES, sexual abuse, physical abuse,
and witnessing parental domestic abuse, and developing a substance use dependence.
Similarly, in a clinical population, LeTendre and Reed (2016) found that with the
increase in ACES, specifically emotional, sexual, and physical abuse, there was an
increase in the likelihood of developing a cannabis or alcohol use disorder. Likewise,
Skeer et al. (2015) suggested that familial conflict in childhood could increase the risk of
substance misuse in adolescence and adulthood. Though much of the aforementioned
research has focused on a binary score of the number of ACES endorsed (yes versus no),
it could be argued that frequency of an adverse experience (the number of times each
adverse experience occurred) could have a substantive influence on the likelihood of
developing a substance use disorder in adulthood. Unfortunately, there is little work that
addresses how often (as opposed to simply whether or not) ACES were experienced. The
present study sought to fill this important gap in the literature by measuring the number
of times a person experienced each ACE and examining how the frequency of ACES
associated with the alcohol use and problems in adulthood.
Social Support
Social support is one crucial function under the umbrella of a social network,
which is identified as the social relationships between people (that may or may not
provide social support; Heaney & Israel, 2008). To simplify this broad topic, Heaney and
5

Israel (2008) explained social support as a function of a social network and defined social
support as “aid and assistance exchanged through social relationships and interpersonal
transactions” (p. 191). For the purposes of the present study, perceived social support
from friends, family, and significant others was measured.
In the substance use literature, many researchers focus on general characteristics
of the social network, such as characteristics related to recovery housing, treatment
programs, and a sense of community (Delany et al., 2009; Stevens et al., 2015). When
examining the connection between trauma and substance use, most researchers focus on a
broad conceptualization of perceived social support from various domains, such as
friends, family members, and romantic partners (Birtel et al., 2017; Brown et al., 2013;
Dworkin et al., 2018; Peter-Hagen & Ullman, 2014; Robinaugh et al., 2011; Ullman,
2000, Ullman et al., 2008). Social support has been shown to be influential during the
recovery of individuals who struggle with diagnoses like PTSD and substance use
disorder (Dworkin et al., 2018; Peter-Hagene & Ullman, 2014; Robinaugh et al., 2011).
In particular, it is clear that social support from friends, family, and significant others can
be useful in assisting a loved one through difficult times (Brown et al., 2013; Dworkin et
al., 2018; McCabe et al., 2019; Peter-Hagene & Ullman et al., 2014). As such, social
support in the current study was defined as perceived support from friends, family, and a
significant other and was measured using the Multidimensional Scale of Perceived Social
Support. This measure is used widely in trauma and substance use related literature, and
it is valid in measuring the three domains of family, friends, and a “special person” as
well as overall social support (Dahlem et al.,1991; Zimet et al. 1988).
Trauma and Social Support
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Although trauma cannot always be avoided, the social support that someone
receives after a traumatic experience can have a significant impact on the severity of
posttraumatic stress-related symptoms. Previous research suggests that social support is
associated longitudinally with a decrease in posttraumatic stress disorder symptoms
(Dworkin et al., 2018). Therefore, if an individual had a high-quality social support
system, the social support received may serve as a buffer to stress, and that individual
may experience less severe mental health symptoms, such as PTSD, anxiety, disordered
sleep, substance misuse, depression, and other symptoms (APA, 2013).
Additionally, research has suggested that a lack of social support can result in
adverse outcomes for some individuals after experiencing trauma. Robinaugh et al.
(2011) found that negative posttrauma cognitions and poor perceptions of social support
inhibited the natural recovery from posttrauma psychological distress. Also, Ullman
(2000) found for sexual assault victims who disclosed their assault, negative postdisclosure behaviors from an individual in the support system had detrimental effects on
the recovery of the sexual assault victim.
As described previously, ACES have been linked to the development of substance
use disorders. However, the connection between ACES and social support has not been
investigated extensively. Cheong and colleagues (2017) explored how perceived social
support moderated the association between adverse childhood experiences and depression
and found that ACES were associated with higher odds of later-life depressive symptoms,
particularly for those with poor perceived social support in adulthood. Moreover, in
another study examining mothers during pregnancy, Racine and colleagues (2018) found
that mothers who had high ACES and perceived low social support had higher
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antepartum health risks than mothers who also had high scores on ACES but higher
levels of perceived social support (Racine et al., 2018).
Substance Use and Social Support
Social support can influence someone in a state of change. Social support is an
essential predictor for entry into treatment for substance use disorders. Stevens and
colleagues (2015) found that improving factors like Alcohol Anonymous (AA) affiliation
and a sense of community increase an individual’s sense of overall social support and
decrease stress-related to recovery. Likewise, a person’s environment can hinder or
improve their success in recovery (Kelly et al., 2010). For instance, according to research,
there was a lower risk for relapse for drug-free individuals who had more substantial, less
dense, and more diverse support networks (Panebianco et al., 2016). Panebianco and
colleagues (2016) also found that a lower risk of relapse was associated with higher
socioeconomic status, being married/cohabitating, more considerable occupational
heterogeneity, and reciprocated support. Ultimately, how someone lives and the people
with whom they spend time can impact the success of recovery. Previous research also
shows that social factors can impact treatment outcomes for individuals struggling with
comorbid PTSD and SUD. For instance, Peter-Hagen and Ullman (2014) found that
perceived social support explained problematic substance use when there were negative
social reactions to sexual assault disclosure.
Trauma, Social Support, and Substance Use
Little work has examined the important domains of friends, family, or significant
others on the connection between trauma exposure and problematic alcohol use. Studies
that have examined all three variables have yielded mixed results. McCabe and
8

colleagues (2019) explored whether the indirect association of PTSD symptoms on
alcohol use through drinking motives (reasons for drinking) was moderated by perceived
social support from family and friends in a sample of veteran drinkers. They were
interested in examining whether the explanatory role of drinking motives on PTSDrelated alcohol use was stronger for those with high, average, or low levels of social
support from family and friends. Their findings suggested that the indirect effect of PTSD
symptoms on drinking levels through coping motives was moderated by perceived
support from friends and family. Interestingly, the moderation effect was found for
average levels of social support versus high or low support, suggesting that higher levels
of social support from family and friends are not necessarily associated with lower
alcohol use among those experiencing PTSD symptoms. These results suggest that an
average level of perceived support buffers against higher drinking levels in this sample.
In contrast, Dworkin and colleagues (2018) found that only support from friends was
associated significantly and negatively with later PTSD among substance users.
Similarly, Brown and colleagues (2013), found that support from friends for abstinence
was associated positively with greater quality of life, as well as better psychological and
social outcomes. It remains unclear how the various domains of social support may
impact the connection between childhood trauma exposure and problematic drinking. It is
possible that different domains of support could impact this association differentially.
In summary, social support is a crucial factor impacting the development of and
recovery from trauma-related and substance use disorders. However, very little research
has examined the connection between ACES, social support, and problematic alcohol
use. Due to the well-established connection between ACES and health disparities,
9

including substance use (Hayes-Grudo & Sheffield Morris, 2020), it is critical to establish
whether overall perceived social support, and, more specifically, social support from
friends, family members, and romantic partners can buffer against the negative impacts of
ACES on problematic alcohol use in adulthood.
Rationale for Current Study
As stated previously, there is little previous research on the connection between
social support, adverse childhood experiences, and substance use disorders. The goal of
this study was to help to elucidate the connection between adverse childhood experiences
and problematic alcohol use by exploring whether ACES and social support are
associated with problematic alcohol use during adulthood (Hypothesis 1). Additionally, it
was hypothesized that social support moderates the association between ACES and
problematic alcohol use, such that individuals who experienced ACES who report greater
social support will report less problematic alcohol use than individuals who experienced
ACES who report less social support (Hypothesis 2). The moderating effect of certain
domains of social support (family, friends or significant other) on the connection between
ACES and problematic alcohol use also was explored (exploratory hypotheses).
Understanding the connection between these variables as well as the specific domains of
support that impact the relations between ACES and problematic alcohol use could
provide clinicians with important information relevant to intervention and treatment of
adults who have experienced childhood trauma and struggle with alcohol use.

Method
Participants
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To increase the generalizability of the study, participants were recruited from an
online, international subject pool called Prolific Academic. Prolific compensates
participants monetarily ($6.50 per hour minimum), giving access to over 70,000 possible
participants worldwide. Prolific Academic is found to produce higher quality responses,
similarly to Mechanical Turk, and has been found to provide a more diverse sample than
both Mechanical Turk and CrowdFlower (Peer et al., 2017). The inclusion criteria to
participate in the study were (a) age 18 and older, (b) residents of the United States and
the United Kingdom, and (c) able to speak/read English. In total there were 368
participants recruited from Prolific Academic. During data cleaning, there were 18
individuals who were removed because they failed to complete the study in its entirety,
bringing the sample to 350 participants, with an average age of 38.9 (SD = 13.76, range
18-83). Participants identified as 66.9% female, 32.9% male, and .3% transgender and
88.3% Caucasian, 3.7% Asian, 3.4% African American/British, .9% Hispanic, .3%
Native American (.3%), 2.3% multiple racial identities and 1.1% “other.” Most of the
participants were from the United Kingdom (87.77%) or United States (8.42%),
household income reported as 7.4% less than $10,000; 13.8% $10,000 – 19,999; 17.2%
20,000-29,999; 13.8% $30,000-39,999; 12.0% $40,000-49,999; 10.9% $50,000-59,999;
4.9% $60,000-69,999; 6.6% $70,000 -79,999; 2.6% $80,000-89,999; 2.6% $90,00099,999; 4.6% $100,000-149,999; 3.7% $150,000 or more.
Procedure
Western Kentucky University’s Institutional Review Board reviewed and
approved the study prior to data collection. Once the fundamental issues of concern were
addressed and approval was received, the survey was posted to Academic Prolific.
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Participants had an informed consent form to review, which contained information
regarding the purpose of the study, an explanation of procedures, confidentiality,
benefits, risks, and the right to discontinue participation in the study at any point in the
study. Participants had to digitally sign the form using their prolific identification number
before they could complete the survey. Participants were able to complete the entire study
online by using their smartphone, tablet, or computer. Participants completed a battery of
self-reported assessments that measured the variables of interest (social support, trauma
exposure during childhood, and substance use). To encourage participation, individuals
who completed the survey were compensated $4.50 for the 20-minute survey.
Measures
Perceived Social Support. (Zimet et al., 1988). The MSPSS measures the
perception of social support from friends, family, or a special person (romantic partner).
It has been found to have strong construct validity and good internal and test-retest
reliability (Zimet et al., 1988). The MSPSS is a 12-item measure that uses a seven-point
Likert-type scale, where (1) is strongly disagree and (7) is strongly agree (Zimet et al.,
1988). For instance, an item to measure the social support received from family is “my
family will try to help me.” Likewise, social support from friends and a special person is
assessed by questions like, “I can talk about my problems with my friends,” and “there is
a special person whom I can share my joys and sorrows” (Zimet et al., 1988). Internal
consistency for the current study was excellent (α = 0.94).
Childhood Trauma. Adverse Childhood Experiences Scale-International
Questionnaire (ACES -IQ; WHO, 2012) is a 36-item scale that predicts long-term health
disparities due to traumatic events experienced directly or witnessed during childhood.
12

The ACES-IQ scale has items related to emotional and physical abuse/neglect, peer
victimization/isolation/rejection, parental separation, mother treated violently, low socioeconomic status, family member incarceration, sexual assault, and exposure to
community violence (WHO, 2012). The larger the ACES’ score, the greater the risk of
experiencing mental health symptoms later in life (Finkelhor et al., 2015). The ACES-IQ
can be analyzed in two different ways, 1) in a binary format, answering “yes” or “no” to
items like, “Did a parent, guardian or other household member spank, slap, kick, punch
or beat you up?” or 2) items can be analyzed in a frequency format by answering
“refused,” “never,” “many times,” “a few times,” and “once” to the listed items. For this
study, the ACES-IQ was analyzed in a frequency format. Frequency scores on items were
to be summed, resulting a continuous variable with higher scores representing greater
frequency of ACES. Although there are only few studies that have used this
questionnaire, it has been shown to be a valid and valuable tool for assessing
communities and populations who have experienced childhood violence (Hayes-Grudo &
Sheffield Morris, 2020). According to a study investigating the psychometrics of the
ACES-IQ, the scale had good internal-consistency (α = .854; Christoforou & Ferreira,
2020). This trend remained consistent with the current study having good internal
consistency (α = .86).
Problematic Alcohol Use. Participants’ problematic alcohol use was measured
using the Alcohol Use Disorder Identification Test (AUDIT). The AUDIT has been used
in adult, college student, and adolescent populations and according to a systematic
review, the AUDIT has been shown to be highly valid and reliable with high internal
consistency (α = .80) (de Meneses-Gaya et al., 2009). The measure demonstrated high
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internal consistency in the current sample (α = .86). The AUDIT is a 10-item screening
tool used to assess alcohol use and alcohol-related problems, (“Have you or someone else
been injured because of your drinking?”), consumption (“How often do you have a drink
containing alcohol?”), and drinking behaviors (“How often during the last year have you
failed to do what was normally expected of you because of drinking; National Institute of
Drug Abuse, 2018). The AUDIT scores range from 0 to 40, where 0 is someone who has
never consumed alcohol, scores from 1-7 are considered low risk consumption, from 8 to
14 harmful or hazardous consumption, and 15 and above is a serious risk of alcohol
dependence (NIDA, 2018; Saunders, 2021). The AUDIT has 10 questions, and the
responses are scored as 0, 1, 2, 3, or 4 with the exception of items 9 and 10 scored as 0, 2,
and 4. For instance, for the item asking “During the past year, how often have you failed
to do what was normally expected of you because of drinking?” the answers consist of
“Never” (scored 0), “less than monthly,” (scored 1), “monthly” (scored 2), “weekly”
(scored 3), and daily or almost daily,” (scored 4; Saunders et al., 1993).
Data Analysis Plan
Data were analyzed using the IBM Statistical Package for Social Sciences (SPSS)
27 software. To investigate our first hypothesis (that ACES and social support are
associated with problematic alcohol use), Pearson’s correlations were conducted. Next, to
investigate our second hypothesis (that social support will moderate the association
between ACES and problematic alcohol use), a moderation analysis was performed using
the PROCESS Macro model 1 (Hayes, 2013). The PROCESS macro computed an
interaction variable (ACES x social support) to determine whether overall social support
moderates the relations between ACES and problematic alcohol use. Additional
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exploratory moderation analyses were conducted to determine whether different types of
social support (family, friend, or special person) moderate the association between ACES
and problematic alcohol use. Statistical significance was determined by 99% confidence
intervals that do not contain zero. Significant interactions were probed according to
Johnson-Neyman procedures via the PROCESS script for SPSS (Hayes, 2013). This
technique pinpoints regions of significance of the moderator for the conditional effect of
the predictor on the dependent variable allowing for a more precise examination of the
moderator's effect (Hayes, 2013).
Results
Baseline Characteristics
There were 350 individuals who completed the ACES-IQ, with 13 subcategories
(physical abuse, emotional abuse, contact sexual abuse, household drug use, incarcerated
household member, mental illness, domestic violence, parental loss/separation, emotional
neglect, physical neglect, bullying, community violence, and collective violence). Of
these participants, 322 individuals (92%) reported at least one ACE on the ACES-IQ (M
= 2.78, SD = 2.5). Table 1 is a frequency table that reports the thirteen subgroups of the
ACES-IQ. Out of the 322 participants who completed the ACES-IQ, the subgroup
community violence was the ACE most often reported (n = 186), with parental
loss/separation (n = 146) and emotional neglect (n = 125) following. Subgroups
household member incarcerated (n = 12), physical neglect (n = 18), and collective
violence (n = 23) were the ACES that were least reported.
For AUDIT total score, which ranges from 0 to 40, a score of 8 or above is
considered to harmful or hazardous drinking. For this sample, the reported AUDIT mean
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score was 5.87 (SD = 5.3); 64.3% of participants scored 7 or below on the AUDIT;
18.3% of participants scored 8 or above.
Analysis of Study Outcomes
Pearson’s correlations were used to examine the associations between social
support, number of ACES, and problematic alcohol use (hypothesis 1). Table 2 reports
the correlations between adverse childhood experiences (ACES-IQ), social support
(MSPSS), domains of social support (MSPSS subscales), and problematic alcohol use
(AUDIT). ACES were related significantly and positively to problematic alcohol use (r =
.188, p = .002). There were significant negative correlations between ACES and each
domain of perceived social support, friend r = -.242, p =.000), special person (r = -.170 p
= .002), and family (r = -.446, p = .000), and overall perceived social support (r = -.357,
p = .000). Similarly, there were significant negative associations between problematic
alcohol use and two of the subgroups of perceived social support, special person (r = .183, p = 002), family (r = -.135, p = .023), and overall perceived social support (r = .148, p = .013).
A moderation analysis was completed with the use of PROCESS macro version
3.5 to examine the moderating role of social support on the association between ACES
and problematic alcohol use (hypothesis 2). In the moderation model, ACES was the
predictor variable, overall perceived social support was the moderator, and problematic
alcohol use was the outcome variable. The interaction variable ACES x perceived social
support (b = .18, p = .105) was not significantly associated with problematic alcohol use
(see Table 4, Appendix D).
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In order to explore the moderating effect of certain domains of social support
(family, friends or significant other) on the connection between ACES and problematic
alcohol use, three moderation models were run using the PROCESS macro with ACES as
the predictor variable, perceived social support from friends (model 1), family (model 2),
and a “special person” (model 3) as the moderator, and problematic alcohol use as the
outcome variable (see Table 4, Appendix D). The interaction between ACES and
perceived familial social support (b = .24, p < .008) was significant (see Figure 1,
Appendix E). The results indicated that perceived social support from family moderated
the association between adverse childhood experiences and alcohol use and problems.
Essentially, the connection between experiencing childhood trauma and problematic
alcohol use was strongest at high levels of family support. Perceived social support from
friends or a “special person” were not significant moderators of the association between
ACES and problematic alcohol use.
Discussion
The overarching goal of this study was to examine the connection between
adverse childhood experiences, social support, and problematic alcohol use. In addition to
highlighting this association, the second aim was to investigate how perceived social
support moderated the association between adverse childhood experiences and
problematic alcohol use. The final aim of this study was to explore the impact of the
separate domains of perceived social support (friends, family, and special person) on the
connection between ACES and problematic alcohol use.
It was hypothesized that ACES would be associated positively with problematic
alcohol use. This hypothesis was supported and aligns with previous research showing
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that higher scores on the ACES Scale were associated with greater likelihood of
developing a substance use disorder later in life (Fuller-Thomson et al., 2016; LeTendre
& Reed, 2017). Additionally, it was hypothesized that social support would be associated
negatively with both adverse childhood experiences and alcohol use. This hypothesis was
supported in that ACES were correlated negatively with each of the domains of perceived
social support (family, friend, special person) and overall perceived social support. This
result supports previous research showing a negative association between ACES and
social support (Robinaugh et al., 2011). These findings are also in line with previous
research showing that as perceived social support increases, there is a decrease in
posttraumatic stress disorder-related symptoms, possibly serving as a protective factor
toward adverse experience (Dworkin et al., 2018). Additionally, problematic alcohol use
was correlated negatively with social support. These results are similar to previous
findings in the literature showing that lower social support is associated with increased
substance use (Skeer et al., 2015).
Hypothesis 2 stated that overall social support would moderate the relation
between ACES and problematic alcohol use (the connection between ACES and
problematic alcohol use will be stronger at low levels of social support). This hypothesis
was not supported. Overall perceived social support did not moderate the association
between ACES and problematic alcohol use. There was a significant positive correlation
between ACES and problematic alcohol use, indicating that experiencing more ACES
was associated with greater problematic alcohol use. This association was present
regardless of levels of overall social support, indicating that ACES have a powerful
impact on alcohol use that is not buffered by increased perceptions of general social
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support. Notably, previous research has found that social support provided to substance
users can have various impacts on substance use depending on the type and quality of
that support (McCabe et al., 2019). In the present study, only ratings of perceived social
support were examined, rather than type and quality of support. Future studies should
include measures of type and quality of support provided to determine how these
variables interact with ACES and problematic alcohol use. Similarly, it has been found
that certain reactions and behaviors, such as controlling and infantizing survivors after a
trauma is disclosed can affect a trauma survivor negatively (Peter-Hagen & Ullman,
2014). For instance, if there were negative behaviors post-disclosure from support
figures, these could have detrimental consequences for trauma survivors during recovery,
like increased drinking behaviors and increased stress (Peter-Hagen &Ullman, 2014;
Robinaugh et al., 2011; Ullman et al., 2000). Future research should measure reactions
after disclosing the experience of an adverse childhood experience and how these
reactions relate to problematic alcohol use.
Finally, hypothesis 3 was an exploratory hypothesis examining whether certain
domains of social support (family vs. friend vs. special person) differentially moderated
the relation between ACES and problematic alcohol use. It was found that social support
from the family was the only domain that moderated the association between ACES and
problematic alcohol use. Interestingly, the connection between ACES and problematic
alcohol use was strongest at high levels of family support. Conversely, most of the
literature suggests that familial support is beneficial to individuals who have ACES or
problematic drinking patterns (Brown et al., 2013; Dworkin et al., 2018; McCabe et al.,
2019; Peter-Hagene & Ullman et al., 2014). There are a few possible explanations for this
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finding. For example, the substance use levels of the individual’s family may have
impacted the individual’s substance use above and beyond perceived social support by
family members. In studies of adolescent and young adult drinkers, parental alcohol use
has been found to be a significant predictor of drinking levels (Stoolmiller et al., 2012). A
recent systematic review by Knox and colleagues (2019) found that peer alcohol use was
associated with adult alcohol consumption across 17 studies, clearly showing that the
drinking habits of people in the social network have a powerful impact one’s own
drinking. Additionally, the social network has been shown to influence recovery from a
substance use disorder. According to the DSM-5, it is suggested that a person in alcohol
recovery should have a strong family or support system to help improve the chances of a
successful recovery (APA, 2013). This implies that the family is supportive of the
individual’s recovery. However, a family member could be supportive of another family
member’s recovery but not willing to change their own heavy or problematic drinking
behaviors. Given that substance use disorders have a large genetic component, there is a
strong chance that a person struggling with an alcohol use problem has family members
who have struggled or are currently struggling with an alcohol use disorder (APA, 2013;
Verhulst et al., 2014). If a person in recovery has a supportive family, but most of their
family uses drugs and alcohol, the support system could reinforce the individual’s drug
and alcohol use unintentionally (McCabe et. al., 2019). Unfortunately, the present study
did not measure family history of substance use disorders, current levels of familial
alcohol use, or familial attitudes towards substance use, so it remains unclear to what
extent family member alcohol use influenced the present findings. It is also worth noting
that the majority of this sample is from the United Kingdom, a country with high rates of
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heavy episodic drinking in which drinking is socially accepted (Global Change Data Lab,
2010; Lee, 2020). Data shows that rates of alcohol consumption and alcohol use disorder
are greater in the UK than the USA, and that supervised drinking with family members is
more common (Lee, 2020; WHO, 2018). These are all factors that could have influenced
the connection between ACES, family support, and problematic alcohol use in the present
study.
Furthermore, the type of trauma experienced could have impacted both social
support and development of problematic alcohol use behaviors. For instance, FullerThomson and colleagues (2016) found an association between three specific ACES
(sexual abuse, physical abuse, and witnessing parental domestic abuse) and substance use
dependence. Similarly, in a clinical population, a connection was found between
emotional, sexual, and physical abuse and an increase in the probability of developing a
cannabis or alcohol use disorder (LeTendre & Reed, 2016). It is possible that certain
types of traumas confer differential risk with regard to weakening social support and
increasing problematic alcohol use. For instance, the current study found that the most
common ACEs experienced in this sample were community violence (53.1%), parental
loss/separation (41.7%), and emotional neglect (35.7%), which is different than findings
from previous studies on ACES which found that physical abuse in childhood was the
most commonly endorsed ACE. In the current study, physical abuse (10.9%), sexual
abuse (13.1%), and domestic abuse (28%) were not among the most highly endorsed
ACES. Future research should investigate whether certain types of ACES differentially
impact levels of social support and substance use.
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Although the findings of this study are noteworthy and give a different
perspective of how social support may fit into the association between ACES and
problematic alcohol use, one must consider the limitations of the study when interpreting
the results. Firstly, nearly 88% of the sample was from the United Kingdom; therefore,
the results of this study may represent trends from one specific country that may not
generalize to other countries. Replication studies in geographically diverse samples are
needed to determine if these findings extend to countries with differential drinking
patterns. Similarly, the sample was majority Caucasian and female. Future research with
a more diverse sample is needed, particularly examining how gender and age could
impact the type of social support used and drinking behaviors. Also, self-report measures
were used for all variables of interest. For future research, more objective measures of
alcohol use, such as ecological momentary assessment or daily diaries could be used to
counteract possible inaccuracies of retrospective self-reports. Lastly, perceived social
support was measured contemporaneously, representing current levels of social support
rather than childhood support. Future studies should examine the social support that was
received during childhood to provide clarity on how social support buffers the
consequences of specific risk factors.
Despite the limitations, the present study adds important findings to the literature
on social support, ACES, and problematic alcohol use in adults. Additionally, this is one
of only a few studies to use the Adverse Childhood Experiences Scale – International
Questionnaire, which assesses a wider variety of adverse experiences than the original
ACES. Although, the ACES-IQ is beneficial to use, it does not map on to past studies
that use the original ACES scale with 10 subgroups, making it challenging to make
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comparisons with previous research. Furthermore, the present study used an international
online research platform, Prolific Academic, which allowed the chance to reach more
diverse nationalities. Prolific is more reliable and user-friendly for both researcher and
participant and yields higher quality responses than Mechanical Turk and Crowd Flower
(Peer et al., 2017).
In summary, the present study highlights the importance of understanding the
connections between social support, adverse childhood experiences, and alcohol use.
Additionally, unresolved childhood trauma can increase the risk for developing
problematic alcohol use and understanding the complicated role that family support plays
within the association of ACES and problematic alcohol use is beneficial. Ultimately,
future work is needed to explore additional factors that could impact the relations
between social support, ACES, and problematic drinking.
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APPENDIX A
Adverse Childhood Experiences – Subgroups
Table 1.
Adverse Childhood Experiences – Subgroups
N = 350
Subgroups (13)

With ACE
(n = 322, 92%)
Ace Reported
n
38
75
46
47

%
10.9
21.4
13.1
13.4

Without ACE
(n = 28, 8%)
ACE Not Reported
n
310
273
295
301

%
88.6
21.4
84.3
86.0

Missing
n
2
2
9
2

%
.6
.6
2.6
.6

Physical Abuse
Emotional abuse
Contact sexual abuse
Alcohol or drug use in
household
Chronic mental ill in
91
26.0
257
73.4
2
.6
household
Domestic violence in
98
28.0
246
70.3
6
1.7
household
Parental loss or
146
41.7
199
56.9
5
1.4
separation
Emotional neglect
125
35.7
224
64.0
1
.3
Physical neglect
18
5.1
330
94.3
2
.6
Bullying
73
20.9
277
79.1
Community violence
186
53.1
160
45.7
4
1.1
Collective violence
23
6.6
320
91.4
7
2.0
Incarcerated
12
3.4
336
96.0
2
.6
household member
Note. Frequency of ACES reported separated by subgroup categories. There are 13
subgroups in the ACES-IQ. Out of the 350 participants who completed the study, 322 of
them reported having an adverse childhood experience and 28 participants did not report
having experienced any childhood trauma.
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APPENDIX B
Correlations between ACES, Perceived Social Support, and Alcohol Problems
Table 2.
Correlations between Gender, Age, Ethnicity, Socio-Economic Status (SES), ACES,
Perceived Social Support, and Alcohol Problems

1. Gender
Sig. (2-tailed)
2. Age
Sig. (2-tailed)
3. Ethnicity
Sig. (2-tailed)
4. SES
Sig. (2-tailed)
5. Problematic
Alcohol Use
Sig. (2-tailed)

1
1

2

3

.070
.190
.027
.614
-.066
.218
-.224**

1
-.107*
.045
-.037
.496
-.135*

1

.000

.021

.482
**

4

5

6

7

8

9

-.017 1
.753
-.042 .140* 1
.017
**

6. ACE
-.001 -.146 .169 -.130* .188** 1
Sig. (2-tailed)
.979 .008 .002 .019 .002
7. Special Person
.107* .021 -.083 .087 -.170** 1
**
Support
.183
Sig. (2-tailed)
.045 .692 .121 .107 .002 .002
8. Friend Support
.108* -.045 -.013 .148** -.010 -.242** .493** 1
Sig. (2-tailed)
.044 .401 .809 .006 .870 .000
.000
9. Family Support
.079 .055 -.032 .083 -.135* -.446** .581** .673** 1
Sig. (2-tailed)
.141 .311 .547 .125 .023 .000
.000 .000
10. Total Social
.110* .010 -.067 .109* -.148* -.357** .819** .806** .905**
Support
Sig. (2-tailed)
.042 .855 .215 .044 .013 .000
.000 .000 .000
Note**. Correlation is significant at the .01 level (2-tailed). *Correlation is significant at
the .05 level (2-tailed).
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APPENDIX C
Descriptive Statistics for Age, Socio-Economic Status (SES), ACES, Perceived Social
Support, and Alcohol Problems
Table 3.
Descriptive Statistics for Age, Socio-Economic Status (SES), ACES, Perceived Social
Support, and Alcohol Problems

Age
SES
Problematic Alcohol
Use
ACE
Special Person Support
Friend Support
Family Support
Total Social Support

Mean
38.9
4.98
5.87

Std.
Deviation
13.76
2.95
5.29

2.89
5.58
5.03
4.99
5.18

2.75
1.47
1.43
1.44
1.23

N
350
349
289
322
348
348
346
341

Note. Socio-economic status (SES) is coded from 1 to 12, with $10,000 increments
starting at 1 coded as “less than $10,000”and 12 codes as “$150,000 or more.”
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APPENDIX D
Social Support as moderator of Adverse Childhood Experiences and Alcohol Use and
Problems, with Subgroups of Family, Friend, and Special Person
Table 4.
Social Support as moderator of Adverse Childhood Experiences and Alcohol Use and
Problems, with Subgroups of Family, Friend, and Special Person.

Predictor



p

95% CI

ACES x Total Social Support

.105

.180

-.038,

.398

ACES x Friend Support

.084

.363

-.097,

.264

ACES x Special Person Support

.056

.504

-.109,

.221

ACES x Familial Support

.237

.008*

.063,

.412

*p  .05
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APPENDIX E
Moderation Analysis between ACES, Alcohol Problems, and Perceived Familial Support

Figure 1. Interaction between Adverse Childhood Experiences and Perceived Familial
Support on Problematic Alcohol Use.

36

